
           TEACHING FAMILY HOMES OF UPPER MICHIGAN


INTERNAL YOUTH COUNSELING REFERRAL INFORMATION

Date: ________ Name of Youth: ___________________________
Age: ____DOB: ________

Gender: ______ County of origin: _______________ Agency involved: __________________ Caseworker: ________________________  


Phone # ____________________

TFH Referring Worker: ________________________  
Phone # ____________________

Original case classification:  FORMCHECKBOX 
 Delinquent  
 FORMCHECKBOX 
 Abuse/Neglect 
Agency financially responsible for counseling: ______________________________________

RD/Consultant requesting counseling: _____________________________________________

Current Placement GrpHm /Home-based /Foster Care:  _______________________________

Anticipated start date: _____________________                        

Date of Professional staffing (if applicable): ________________________  

Reason for referral: ____________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

 FORMCHECKBOX 
Sexual Offender
 FORMCHECKBOX 
Sexual Abuse Victim       FORMCHECKBOX 
Suicide Attempt        FORMCHECKBOX 
Runaway    

 FORMCHECKBOX 
Suicide Threats
 FORMCHECKBOX 
Stealing/Lying
          FORMCHECKBOX 
Substance Abuse       FORMCHECKBOX 
Fire setting  

 FORMCHECKBOX 
Assaultive              
 FORMCHECKBOX 
Psychotropic Meds:________________________________________

 FORMCHECKBOX 
Other _____________________________________________________________________ 

Is the child a danger to self or others?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Treatment Goal(s) for counseling: ________________________________________________

________________________________________________________________________________________________________________________________________________________

Anticipated Length of time: ____________________


Education Status: Current School: ________________________________________________ Grade: _____
     Special Education: No  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 Classification: ______________________

Permanency Plan:




Anticipated implementation date:


DHS Authorization                                                    PCA # 

Signature of Person Taking Referral: ______________________________________________

Referred to: __________________________________________________

Assigned Counselor:  __________________________________________
















Internal Counseling Referral:  1-30-06


